MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = J63=-045934

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

Registration District N 3_18_ 1003 11-8g STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District No. _______ . _Primary Regiatratian District No ______agg“rfar s No. g;

ON THIS §TUB T
F OEATH 2. USUAL RESIDENCE (Whare decessed lived. [f institution: Residence befors
8. COUNTY a. STATE Miss Ouri"‘ COUNTY admission)

V5 300
Rev. 4/59

b. CITY (if outside corporate |imity, give TOWNSHIP anly] Length af stay in 1b c. CITY Inside Limins

10WN St.Louis TOWN St .Louils Ya [ No [

<. FULL NAME QF (If NOY in hospital, give location) Inside Limits d. STREET (# cuticda, give location) Reride on Farm
ADDRESS

HOSPHAL%
NSTTUTION try, Ouis £ ty Hospital # 1 [Yep neD 1511 No. 1lth Ste YO Ny
3. NAME OF DECEASED First Middis Last 4, DATE Month Day Year

(Ivee o print Marion Allen Reed viAm_ November 1, 1963

5. SEX 6. COLOR OR RACE 7. Married [J Mever Married (] [8. DATE OF BIRTH | . AGE {iox birthdey} | IF UNDER | YEAR IF UNDER 24 HR

Male White Widowed [] Divorcedgd | £ /11/1889 1L Monrhal Deys Hourll Min.

105, USUAL OCCUPATION (Give kind of work dons | 100, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

“Behool TeAchar """ . London,Arkansas US,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ll NAME OF RUSBAND OR WIFE

John Reed Mattie Isom " | cleo Psarson Reed
15. WAS DECEASED EVER IN U.5, ARMED FORCES? 16, SOLIAL SECURITY NO, | 17. INFORMANT Address
(Yes, n r unknewn) | (If yas, give war gr dates of sarv
Yes | Wi I

Florence A.nderson,_Rt o2, ChaffeejzMo.

18. CAUSE OF DEATH {Enter only one tauvse pepfintyor o wre e INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a N_LLMA BNI\LJB_ \.k) Cﬁu\

Conditions, if any,]  DUE TO (b) L&AMMWQT_—_——_

which gove rise 10

above cause {a),

stating the under- ? 3 X
lying cause last, DUE TQ (<)

PART 1. CTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 10 the terminal PART 111 If  decessad was female  was
disease condition given in PART | (8} there a pregnancy in last 90 dayy,

] 0O Yes O Ne [D Unknown

19. WAS RUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. {Enfer nslure of injury in PART | or PART 11 of item 18.)
PERFRMED? a ] O
YES NO O

20¢. TIME O Houw Manth, Dsy, Year ]
INJURY a.m.
p.m.

20d. INJURY OCCURRED T0e. FLACE OF INJURY [e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ tarm, factory, atraet, office bldg., etc.)
NOT WHILE AT WCRK [

2 22

\, | DATE AMENDED

DOCUMENT

AMENDMENTS DN THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her .
21. | attended the d d from b'-\ 1. and last saw p;, alive on
D ed at //b ) m on the date steted above, and to the best of my knowledge, from the causes stated.
eath occurred a 7

T T, | 0 Ot s

a_ BURIAL, TION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, of county} 7 (5tate)l

Pl ol 11-1}=53 National Cemetery Jefferson Sarracks Yo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. %\RAR‘ SIGN R‘E
Albert HoHoppe,Inc.,li700 Washington Blvde NQV 12 1963 4«} M LD,

(Licensed Embalmar’s Staternent on Raverse Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

{TEM NO.




.- STATEMENT BY- LICENSED EMBALMER - -

-

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

or by _ Student Embalmer MNo.

working under my personal supervision.

. _ . .
Student S'Qf‘edﬂ&a‘iww
Signature of Student Embaimer -

Licensed Embalmer No. 3‘5 7 3

P. O. AddrM@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above ronstitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body-is not embafmed, fact' should be so stated above.




